In many parts of the world tuberculosis is still exceedingly common; its incidence in the UK, however, is declining. A case is reported of tuberculosis of the pubic symphysis, a rare manifestation of what has become a rather unusual disease.
Case report A 41-year-old African female staff nurse was referred for investigation of multiple sinuses in the groin. She had been resident in Britain for 12 years. In early adolescence she had undergone left salpingectomy for bilharzia, and in her twenties had had extensive investigations and 'tubal surgery' for infertility. Nine months prior to admission an abscess developed in the left groin which the patient incised herself. The wound was slow to close but eventually healed completely. Three months later there was spontaneous discharge of an abscess at the top of the right thigh. This failed to close and continued to discharge. One month later yet another abscess appeared low in the right side of the anterior abdominal wall. This, too, drained spontaneously but failed to heal. She consulted her general practitioner who referred her for investigation with a provisional diagnosis of Crohn's disease. The patient denied any systemic disturbance, back pain, difficulty in walking or contact with tuberculosis.
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. Figure 1 Radiograph of pelvis showing bony destruction sequestra and separation ofpubic symphysis She was obese and apyrexial with no suggestion of ill health. There was no generalized lymphadenopathy. The chest was clear and spinal examination revealed no abnormality. The gait was normal. Abdominal examination revealed multiple scars, from previous gynaecological operations and from healed sinuses. There were two discharging sinuses, one on the upper medial aspect of the right thigh and the other low on the anterior abdominal wall on the right. There was much induration around the sinuses.
All blood parameters were normal, with the exception of the ESR which was elevated at 90mm/hour. Chest X-ray was within normal limits; radiography of the pelvis revealed marked bone destruction around the pubic symphysis, considerable diastasis and the presence of several sequestra (Figure 1 ). Culture of the discharge and currettings from the sinuses revealed Staphylococcus aureus.
Initial treatment with sodium fusidate (Fucidin) and flucloxacillin had little effect and thus open drainage and biopsy were undertaken. The 'symphysis' was approached via a low transverse incision. The cavity was partially filled with atypical granulation tissue and several small sequestra. The cavity and the sinuses were thoroughly curretted and washed out, the wound closed and the cavity drained. Following operation the wound discharged for several weeks; the sinuses, however, closed swiftly. Histology of the tissue taken at operation revealed nonspecific chronic inflammatory changes only. Culture, however, grew Myobacterium tuberculosis. The patient was then started on a regimen of rifampicin 600 mg, ethambutol 1200 mg, isoniazid 300mg and pyridoxine 10mg daily which, after six months, was changed to Rifinah 300 (rifampicin+ isoniazid) twice daily.
Six weeks later all sinuses had healed and the only untoward symptom was slight nausea after taking the drugs. It is proposed to maintain antituberculous therapy for at least one year. The Royal Society of Medicine tuberculosis in Westem countries, involvement of the pubic symphysis appears to have become very rare indeed if the number of reports indicates the incidence of the condition. There are sporadic case reports4 5. Two notable exceptions are the series of Fares and Pagani6 of 27 cases seen over a 33-year period (16 occurring after 1950), and a series of 32 patients reported by tybowski and Makuchowa7. These papers may reflect the general incidence of tuberculosis in their respective countries, Italy and Poland. Both authors recommend vigorous surgical toilet and the use of antituberculous therapy. Dybowski and Makuchowa7 also recommend that bone grafting with compression of the fragments avoids subsequent deformity and allows healing wifhout pain. In contrast, Fares and Pagani6 state that attempts at arthrodesis are of no benefit. Eighteen months after starting antituberculous treatment our patient felt well; all sinuses remained healed and she had no pain or abnormality of gait. Radiographs, however, showed little evidence of healing. In view of the lack of symptoms no surgical procedure is planned, though the antituberculous therapy is to be continued for a further 6 months. 
Meeting report
Mechanisms of brain recovery Keywords: brain recovery, brain transplants, neurotransmitters
The meeting of the Forum on Mental Retardation held at the Institute of Neurology on 22 October 1985 drew together people from a variety of disciplines ranging from basic research workers to health care professionals dealing primarily with themanagement of children and adults with mental handicap. The first part ofthe meeting examined the exciting and still relatively recent work which has established the viability of fetal brain material when grafted into adult hosts. Professor M Berry gave an account of the work of his unit which has examined the morphological aspects of this interaction.
Adult brain scar formation
The adult CNS develops a scar within the first 10 days after injury'. By 5 days, organization begins by fibroblasts which secrete fibrous collagen types I and II2. Astrocytes become reactive at this time, showing increased staining with gliofibrillary astrocyte protein (GFAP) antibodies. By 10 days the astrocytic endfeet are joined by tight junctions, thereby forming an epithelial lining to the scar. These astrocyte processes now secrete basement membrane material containing collagen types IV and V and also laminin. This effectively re-establishes the glial limitans externa of the brain in the lesion, thereby repairing the breech in the bloodbrain barrier. Neonatal brain scar formation By contrast, the process of scarring in the neonatal rat is quite different3. Before 5 to 8 days post-partum, no scarring is discernible so that neurones on the edge of a linear scar grow together. Between 8 and 12 days post-partum the scarring process matures, thereafter being indistinguishable from the adult process. Thus before 5 to 8 days post-partum, fibroblasts do not invade lesions; no fibrous collagen I or III is secreted. Although astrocytes show GFAP reactivity, they are not organized into an epithelial lining at the lesion edge, nor do they secrete collagen IV or V.
Why are neonatal brain scars different? This absence of scarring in fetal and neonatal rats may be related either to the immaturity of astrocytes or to the absence of a factor which attracts fibroblasts into the wound, for it is possible that fibroblasts may be responsible for the organization of astrocytic processes to form the epithelial surface and secrete basement membrane material. Factors secreted by macrophages might be responsible for fibroblast trophism, but so might a fibroblast mitogen called fibroblast growth factor (FGF), which is brainderived. Studies of brain-derived FGF have shown high titres ofthis mitogen in the brain ofthe fetal rat long before myelination commences'. This suggests that the fetal or neonatal rat brain secretes an FGF inhibitor which prevents scarring during the formation ofconnections in the immature brain.
Scar formation and host/graft relationships Applying these observations to the fetal graft in the adult host brain situation shows that the cellular 0141.0768/86/ 070430-04/$02.00/0 ) 1986 The Royal Society of Medicine
